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7EXECUTIVE SUMMARY
Sex workers in many places are highly vulnerable to HIV and other sexually transmitted 
infections (STIs) due to multiple factors, including large numbers of sex partners, unsafe 
working conditions and barriers to the negotiation of consistent condom use. Moreover, sex 
workers often have little control over these factors because of social marginalization and 
criminalized work environments. Alcohol, drug use and violence in some settings may further 
exacerbate their vulnerability and risk. 
Acquisition of HIV and other STIs are important occupational hazards of sex work. Clients 
can infect sex workers who may transmit infection to other clients and from them to their sex 
partners. Preventing infection among sex workers thus has the potential to both improve the 
health of individual sex workers as well as to slow HIV and STI transmission among wider 
populations. Early interventions in countries as diverse as Brazil, India, Kenya and Thailand 
have succeeded reducing STI transmission in sex work by increasing condom use, leading 
to improved health outcomes for sex workers and rapid control of HIV and STI epidemics. 
The objective of this document is to provide technical recommendations on effective 
interventions for the prevention and treatment of HIV and other STIs among sex workers 
and their clients. The guidelines are designed for use by national public health officials and 
managers of HIV/AIDS and STI programmes, nongovernmental organizations (NGOs) including 
community and civil society organizations, and health workers. Regions and countries are 
encouraged to adapt these guidelines to support acceptable services for sex workers taking 
into account the epidemiological and social context. These guidelines may also be of interest 
to international funding agencies, the scientific media, health policy-makers and advocates. 
WHO led the development of the guidelines in collaboration with the United Nations Population 
Fund (UNFPA) and the Joint United Nations Programme on HIV/AIDS (UNAIDS). The Grading 
of Recommendations, Assessment, Development and Evaluation (GRADE) methodology was 
followed to ensure a structured, explicit and transparent approach to assessing the evidence 
and building consensus on the recommendations. Three independent researchers conducted 
systematic reviews and rated the quality of evidence related to (1) sex worker empowerment, 
(2) STI screening and (3) periodic presumptive treatment of STIs. Systematic reviews or related 
guidelines were available for other questions, including condom use, voluntary counselling 
and testing, antiretroviral therapy, needle–syringe programming and vaccination for hepatitis 
B virus. GRADE evidence profiles were developed to summarize the quality and strength 
of evidence for each question. The Network of Sex Work Projects (NSWP) conducted a 
qualitative survey on sex worker values and preferences related to the interventions being 
considered in the guidelines.
8The recommendations are summarized in Box 1. These include evidence-based recommendations 
following the GRADE methodology as well as recommendations for good practice. 
•	 Good	practice	 recommendations	are	overarching	principles	derived	not	 from	scientific	
evidence but from common sense, ethics and human rights principles. These 
recommendations did not go through a formal GRADE process but should be strongly 
promoted in all interventions with sex workers. 
•	 The	technical	recommendations	are	supported	not	only	by	scientific	evidence	but	also	the	
lived experience of sex workers around the world as expressed in the results of a community 
values and preferences survey and at the guideline consensus meeting.
SUMMARY OF RECOMMENDATIONS
Good practice recommendations
1. All countries should work toward decriminalization of sex work and elimination of the 
unjust application of non-criminal laws and regulations against sex workers.†
 
2. Governments should establish antidiscrimination and other rights-respecting laws 
to protect against discrimination and violence, and other violations of rights faced 
by sex workers in order to realize their human rights and reduce their vulnerability to 
HIV infection and the impact of AIDS. Antidiscrimination laws and regulations should 
guarantee sex workers’ right to social, health and financial services. 
3. Health services should be made available, accessible and acceptable to sex workers 
based on the principles of avoidance of stigma, non-discrimination and the right to 
health.
4. Violence against sex workers is a risk factor for HIV and must be prevented and 
addressed in partnership with sex workers and sex worker led organizations. 
† See the Report of the Global Commission on HIV and the Law: Risks, Rights & Health, July 2012;  Report of the Special Rapporteur on 
the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, A/HRC/14/20, 2010; UNAIDS 
Guidance Note on HIV and Sex Work, 2012.
9Evidence-based recommendations
1. We recommend a package of interventions to enhance community empowerment 
among sex workers. 
 (strong recommendation, very low quality of evidence)
2. We recommend correct and consistent condom use among sex workers and their 
clients.
 (strong recommendation, moderate quality of evidence)
3. We suggest offering periodic screening for asymptomatic STIs to female sex workers. 
 (conditional recommendation, low quality of evidence)
4. We suggest offering female sex workers, in settings with high prevalence and limited 
clinical services, periodic presumptive treatment for asymptomatic STIs. 
 (conditional recommendation, moderate-to-high quality of evidence)
5. We recommend offering voluntary HIV testing and counselling to sex workers.
 (in line with existing WHO guidance)
6. We recommend using the current WHO recommendations on the use of antiretroviral 
therapy for HIV-positive general populations for sex workers. 
 (in line with existing WHO guidance)
7. We recommend using the current WHO recommendations on harm reduction for sex 
workers who inject drugs. 
 (in line with existing WHO guidance)
8. We recommend including sex workers as targets of catch-up HBV immunization 
strategies in settings where infant immunization has not reached full coverage.
 (in line with existing WHO guidance)
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1. INTRODUCTION
1.1 Background
Sex workers are among the key populations most affected by HIV since the beginning of the 
epidemic. As early as in 1985, 62% of female sex workers in Nairobi, Kenya, were found to be 
HIV infected (1) and in 1988 in Kinshasa, Democratic Republic of the Congo, 35% of “femmes 
libres” tested positive for HIV (2). In the late 1980s and early 1990s, HIV prevalence rates as 
high as 88% and 89% were found among female sex workers in Butare, Rwanda and Abidjan, 
Côte d’Ivoire, respectively (3,4). Recently, a study conducted in the same sex worker clinic in 
Abidjan revealed an HIV prevalence of 50% among male sex workers (5).
According to data reported between 2007 and 2011, the overall HIV prevalence among 
female sex workers in all regions is 11.8% with notable variation by region, reflective of the 
background rates of HIV. The highest prevalence of HIV was in sub-Saharan Africa (36.9%), 
followed by Eastern Europe (10.9%), Latin America and the Caribbean (6.1%), and Asia (5.2%); 
the lowest rate was in the Middle East and North Africa (1.7%) (6). In concentrated as well as 
in generalized epidemics, HIV prevalence has been found to be considerably higher among 
sex workers compared to people in the general population (6–9).
The lifetime probability of a sex worker becoming infected with HIV is higher than among 
people in the general population, due to multiple risk factors, including multiple sexual partners, 
unsafe working conditions, barriers to negotiating consistent condom use, lack of access to 
appropriate lubricants, high prevalence of sexually transmitted infections (STIs) and sharing 
of injecting equipment. A recent study shows that female sex workers are 13.5 times more 
likely to acquire HIV than all other women aged 15–49 years, including in high HIV-prevalence 
countries (9). In addition, sex workers are often not in a position to control these risk factors, 
because of the environment and context in which they live and work (10,11). For these reasons, 
sex workers have been considered a key population with whom it is essential to work if the 
epidemic is to be stopped (12,13).
With high rates of partner change and unsafe work environments, sex workers are frequently 
exposed to infection and are at high risk for HIV acquisition, which may be transmitted to 
clients, including those who are highly mobile. Such clients can, in turn, disseminate infection 
more widely to other sexual partners. 
Different levels of financial security and diverse work settings and conditions affect sex 
workers’ autonomy and ability to protect their own health (14). In many settings, stigma and 
discrimination, criminalization, violence, financial need and debt, and exploitation further 
contribute to the vulnerability of sex workers (15–19). Therefore, it is important to understand the 
contexts within which sex work occurs, the power structures surrounding it, and sex workers’ 
broader health and social needs when designing sex worker interventions.
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Effective interventions with sex workers are an important component of comprehensive HIV 
prevention and treatment strategies. There is ample evidence that targeted HIV prevention 
programmes to reduce transmission of HIV/STI infection among sex workers are feasible and 
effective (4,20–25). Many of these programmes, however, have had a limited impact on HIV 
transmission dynamics simply because they are implemented on such a small and localized 
scale that most sex workers are not reached by them. In addition, some groups are often 
completely ignored, such as male and transgender sex workers. Addressing this “prevention 
gap” is one of the major challenges to HIV prevention among sex workers (26).
WHO has released guidance on the use of PrEP in sero-discordant couples and men who 
have sex with men. To date, there is no WHO recommendation on the use of oral pre-exposure 
prophylaxis (PrEP) for sex workers (27).
1.2 Rationale (why this document is needed)
Interventions to reduce the transmission of HIV among sex workers and their clients are 
recognized as an essential part of HIV programming. Global experience suggests that a few 
elements are common to all effective sex worker interventions (11,26). However, guidance on 
what constitutes effective HIV programming in the context of sex work remains scarce. 
This gap is a major impediment to scaling up interventions with sex workers, as called for 
in universal access targets. In the absence of globally recognized guidelines and standards, 
countries aiming to initiate HIV programmes in the context of sex work must improvise, often 
“reinventing the wheel”. Five years ago, the HIV Department of the World Health Organization 
(WHO) attempted to address this gap by publishing the HIV/AIDS sex work toolkit, an 
annotated compilation of known guidelines and training materials from different regions (28). 
In the light of new experience and the need for evidence, countries have requested WHO and 
the Joint United Nations Programme on AIDS (UNAIDS) to develop evidence-based guidance 
for designing, implementing and monitoring effective HIV and STI prevention and treatment 
interventions among female, male and transgender sex workers. 
1.3 Objectives and target audience
The objective of this document is to provide technical recommendations on the prevention 
and treatment of HIV and other STIs among sex workers and their clients. The guidelines 
are designed for use by national public health officials and managers of HIV/AIDS and STI 
programmes, nongovernmental organizations (NGOs), including community and civil society 
organizations, and health workers. These guidelines may also be of interest to international 
funding agencies, the scientific media, health policy-makers and advocates. 
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1.4 Definitions 
Sex workers include “female, male and transgender adults and young people (18 years of age 
and above) who receive money or goods in exchange for sexual services, either regularly or 
occasionally” (19). It is important to note that sex work is consensual sex between adults, which 
takes many forms, and varies between and within countries and communities. Sex work may 
vary in the degree to which it is more or less “formal” or organized.
1.5 Scope of the guidelines
These guidelines include technical recommendations for designing a basic package of health 
interventions and services for the prevention and treatment of HIV and other STIs among sex 
workers and their clients. Although the focus of the guidance is on low- and middle-income 
countries, they may be applicable to sex workers in high-income countries as well. 
Effective HIV prevention requires the scaling up of multiple interventions that work 
synergistically to achieve the maximum impact. “Scaling up” HIV prevention means ensuring 
that an appropriate mix of evidence-based prevention strategies achieves a sufficient level of 
coverage, uptake, intensity and duration to have an optimal public health effect (26). However, 
there is no “one size fits all” and programmes need to be tailored to local situations. While 
basic programme elements are similar, how and with what emphasis they are implemented 
may vary from country to country.
For these reasons, WHO and other UNAIDS Cosponsors are working with regional and 
country offices and partners (a) to disseminate these evidence-based global guidelines, and 
(b) to support regional and country adaptation with attention to operational considerations 
and implementation methods appropriate to the local context of sex work and capacity of 
health systems. 
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2. METHODOLOGY AND PROCESS
2.1 GRADE approach
WHO follows the Grading of Recommendations, Assessment, Development and Evaluation 
(GRADE) approach for the development and review of recommendations. This approach is 
increasingly being adopted by organizations worldwide for rating the quality of evidence and 
strength of recommendations (29). GRADE emphasizes a structured, explicit and transparent 
approach to grading and consensus building (29).
GRADE separates the rating of the quality of evidence from the grading of the recommendation. 
Quality of evidence
In the context of recommendations, quality reflects the confidence that the estimates of effect 
are adequate to support a particular recommendation (30). The GRADE system classifies the 
quality of evidence into one of four levels: high, moderate, low and very low. Rating of the 
quality of evidence is first done by outcome before an overall assessment is made. Rating of 
the quality of evidence based on randomized controlled trials (RCTs) starts as high, but may 
be decreased for several reasons, including risk of bias, inconsistency of results, indirectness 
of evidence, imprecision and publication bias (31–35). Rating the quality of evidence based on 
observational studies starts as low, but may be increased if the magnitude of the treatment 
effect is very large, if there is evidence of a dose–response relationship or if all plausible 
biases would underestimate the effect (36).
Strength of recommendation
The strength of a recommendation reflects the extent to which we can be confident that the 
desirable effects of an intervention outweigh the undesirable effects (37). The GRADE system 
classifies recommendations into two strengths: “strong” and “conditional”. A recommendation 
can also be either in favour of or against the intervention of interest. As a result, there are four 
combinations of strength and direction for a recommendation:
•	 Strong in favour of the intervention
•	 Conditional in favour of the intervention
•	 Conditional against the intervention
•	 Strong against the intervention
The strength and direction of recommendations are affected by the following factors: the 
quality of evidence, balance of benefits and harms, values and preferences, resource use and 
feasibility of the intervention. 
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2.2 Process
The WHO Department of HIV/AIDS led the development of the guidelines under the oversight 
of the WHO Guideline Review Committee (GRC) in collaboration with WHO’s Department of 
Repro¬ductive Health and Research, the United Nations Population Fund (UNFPA), UNAIDS 
Secretariat and Global Network of Sex Work Projects (NSWP). 
The process included the following different steps:
1. Identification of the Population, Intervention, Comparison and Outcome (PICO) 
questions
A Guideline Development Working Group (GDG) was formed and met in August 2010. The 
group consisted of two representatives from sex worker organizations (nominated by the 
NSWP), seven scientists and researchers, two programme managers, one implementing 
partner (United States Agency for International Development [USAID]) and UN staff dedicated 
to HIV/STI and sex work. 
The group reviewed and agreed on the scope and structure of the guidelines. It identified the 
PICO questions of interest (Annex 1) and agreed on the outcome frameworks (Annex 2). The 
group also decided on the systematic reviews needed.  
2. Conduct of systematic reviews and development of GRADE evidence tables
Three independent researchers conducted systematic reviews by following standard 
methodology. They searched all relevant electronic databases and selected eligible publications. 
The databases they searched included PubMed, PsycINFO, Sociological Abstracts, CINAHL 
(Cumulative Index to Nursing and Allied Health Literature), EMBASE, and MEDLINE. The 
search included articles in other languages with English abstracts. They meta-analysed 
data from eligible studies where possible, and rated the quality of evidence for each PICO 
question. Next, they created GRADE evidence profiles presenting the quantitative summary 
of the evidence and the assessment of its quality (Annex 3). In December 2010, a technical 
meeting was held in Baltimore, USA to monitor progress of the systematic reviews. 
3. Values and preferences survey
The NSWP conducted a qualitative survey on sex workers’ values and preferences, which 
was completed in October 2011 (38). A convenience sample of sex workers was taken from 
33 countries across six regions. Participants were contacted through regional sex worker 
groups and sex work projects. All interviewees were part of local or national sex worker 
groups. Over 50 sex workers participated in the survey. Interviews were conducted in person, 
over the phone or, on a few occasions, by e-mail. In some countries, sex workers chose to 
give a collective answer. Interviews were conducted in English, French, Spanish, Russian, 
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Indonesian and in several other languages with the assistance of translators selected by 
the sex workers. The interviews were based on a semi-structured interview guide aimed at 
assessing preferences for the different interventions being considered in the guidelines. The 
results of this survey were presented at the consensus meeting. The full report and interview 
guide are available in Annex 4.
4. Formulation of recommendations
The Guidelines Consensus meeting to generate the final recommendations was convened 
in Montreux, Switzerland from 2 to 4 February 2012. The meeting was conducted over 
two-and-a-half days with approximately 60 participants from different regions, including 
seven programme managers, 17 sex worker representatives, 11 researchers and 18 UN 
representatives (12 WHO Secretariat, four UNFPA and two UNAIDS Secretariat). A drafting 
panel was established to write and oversee the final version of the guidelines.
For each PICO question, the reviewer or a member of the GDG presented the results of the 
systematic review, and the assessment of factors that affected the recommendation, including 
quality of evidence, balance of benefits and harms, sex workers’ values and preferences, and 
resource use. For PICO questions with no new systematic literature review, previous reviews 
and summary tables and/or existing guidelines were presented. The panel also discussed 
the good practice recommendations. A consensus was reached on all the recommendations, 
and on the conditionality to be attached to the recommendations.
A draft version of the guidance, agreed upon during the Guidelines Consensus meeting, was 
circulated for feedback among the drafting panel, which was composed of members of the 
GDG, sex workers who had taken part in the consensus meeting and external peer reviewers. 
The coordinators of the process incorporated comments from internal and external peer 
reviewers to finalize the guidelines. Complete details of the systematic reviews and all other 
annexes are available online at http://www.who.int/hiv/pub/guidelines/sex_worker/en/.
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3. GOOD PRACTICE RECOMMENDATIONS
3.1 Definition
Good practice recommendations are overarching principles derived not from scientific evidence 
but from common sense, ethics and human rights principles. These recommendations did not 
go through a formal GRADE process.
3.2 Background
Like all human beings, sex workers are entitled to the full protection of their human rights, as 
specified in international human rights instruments (39,40). Human rights include the rights 
to non-discrimination; security of person and privacy; recognition and equality before the 
law; due process of law and the highest attainable standard of health; employment, and just 
and favourable conditions of employment; peaceful assembly and association; freedom from 
arbitrary arrest and detention, and from cruel and inhumane treatment; and protection from 
violence (41).
Sex workers are essential partners and leaders in effective HIV and sexual health programmes, 
and for developing solutions that respond to the realities of the environments in which they live 
and work. Laws that directly or indirectly criminalize or penalize sex workers, their clients and 
third parties, and abusive law enforcement practices, stigma and discrimination related to HIV 
and sex work can undermine the effectiveness of HIV and sexual health programmes, and limit 
the ability of sex workers and their clients to seek and benefit from these programmes (41,42). 
Of particular concern is violence perpetrated against sex workers, as well as repressive police 
practices, including harassment, extortion, arbitrary arrest and detention, and physical and 
sexual violence. Also of concern are health-care settings where there is stigma, discrimination 
and denial of health care to sex workers. Since sex worker-led organizations are crucial 
for enabling sex workers to protect themselves from discrimination, coercion and violence, 
measures that prevent them from assembling and organizing themselves are also of significant 
concern.
Attention and resources are needed to prevent, address, report and redress violence against 
sex workers, especially by supporting sex workers’ individual and collective self-organization 
and self-determination. 
The promotion of a legal and social environment that protects human rights and ensures 
access to information, services and commodities related to HIV prevention, treatment, care 
and support, without discrimination, is essential for achieving an effective and rights-based 
response to the HIV epidemic and promoting public health, including in the context of sex work. 
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3.3 Good practice recommendations
Recommendation 1 
All countries should work toward decriminalization of sex work and elimination of the 
unjust application of non-criminal laws and regulations against sex workers (19,43,101).*
Implications
•	 The police practice of using possession of condoms as evidence of sex work and grounds 
for arrest of sex workers should be eliminated.
•	 The wide latitude of the police to arrest and detain sex workers without cause, including 
the use of public order statutes to prevent sex workers from being in public spaces and 
police extortion should be eliminated. 
•	 The fear and stigma faced by sex workers should be reduced, thereby facilitating them to 
seek and utilize health and other services. 
Recommendation 2 
Governments should establish laws to protect against discrimination and violence, 
and other violations of rights faced by sex workers in order to realize their human 
rights and reduce their vulnerability to HIV infection and the impact of AIDS.† 
Antidiscrimination laws and regulations should guarantee sex workers’ right to social, 
health and financial services (41).
Implications
•	 Policy-makers,	parliamentarians,	 religious	 leaders	and	other	public	figures	should	work	
together with civil society and sex workers’ organizations to confront stigma, discrimination 
and violence against sex workers, and transform punitive legal and social norms and 
practices that stigmatize and marginalize sex workers towards ones that protect the rights 
of sex workers. Representatives of UN agencies should do everything possible to support 
these national processes.
•	 Programmes	should	be	put	 in	place	 to	provide	 legal	 literacy	and	 legal	 services	 to	sex	
workers so that they know their rights and applicable laws, and can be supported to access 
the justice system when aggrieved.
* See the Report of the Global Commission on HIV and the Law: Risks, Rights & Health, July 2012;  Report of the Special Rapporteur on the right 
of everyone to the enjoyment of the highest attainable standard of physical and mental health, A/HRC/14/20, 2010; UNAIDS Guidance Note on 
HIV and Sex Work, 2012.
† See International Guidelines on HIV/AIDS and Human Rights, Guideline 5, para.22: “States should enact or strengthen anti-discrimination and 
other protective laws that protect vulnerable groups, people living with HIV and people with disabilities from discrimination in both the public and 
private sectors, that will ensure privacy and confidentiality and ethics in research involving human subjects, emphasize education and conciliation 
and provide for speedy and effective administrative and civil remedies.”
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Recommendation 3 
Health services should be made available, accessible and acceptable to sex workers 
based on the principles of avoidance of stigma, non-discrimination and the right to 
health.
Implications
•	 Decriminalization	of	sex	work	should	reduce	stigma.	Complementary	actions	should	be	
undertaken to reduce stigma related to HIV and sex work in health-care settings and 
communities.
•	 Programmes	should	be	put	in	place	to	sensitize	and	educate	health-care	providers	on	non-
discrimination and sex workers’ right to high-quality and non-coercive care, confidentiality 
and informed consent.  
•	 Sex	workers’	groups	and	organizations	should	be	made	essential	partners	and	leaders	in	
designing, planning, implementing and evaluating health services.
•	 Essential	health	services	for	sex	workers	must	include	universal	access	to	male	and	female	
condoms and lubricants, as well as access to comprehensive sexual and reproductive health 
services, and equitable access to all available health-care services including primary health 
care.
Recommendation 4 
Violence against sex workers is a risk factor for HIV and  must be prevented and 
addressed in partnership with sex workers and sex worker led organizations.
Implications
•	 Violence	 against	 sex	workers	 needs	 to	 be	monitored	 and	 reported,	 and	 redressal	
mechanisms established to provide justice to sex workers. 
•	 Law	enforcement	officials,	 and	health	and	social	 care	providers	need	 to	be	 trained	 to	
recognize and uphold the human rights of sex workers, and held accountable if they violate 
the rights of sex workers, including the perpetration of violence.  
•	 Support	services	need	to	be	provided	to	sex	workers	who	experience	violence.	
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4. TECHNICAL RECOMMENDATIONS
4.1 Community empowerment
Background
Sex workers are frequently exposed to HIV and other STIs, and have multiple risks for infection, 
including multiple sexual partners, barriers to the negotiation of consistent condom use and 
high STI prevalence(6,14). In addition, sex workers are often not in a position to control these 
risk factors, because of the legal, political and social environment, and the context they live 
and work in, making them vulnerable to HIV and STIs (15).
Programmes exclusively targeting the individual risk of sex workers or their clients are 
likely to have a limited impact. Environmental–structural interventions, such as community 
empowerment aimed at reducing the vulnerability of sex workers, may enable sex workers to 
have greater control over their working conditions and thereby control their risk of acquiring 
infection (19,26,44–47). Community empowerment is a collective process through which the 
structural constraints to health, human rights and well-being are addressed by sex workers 
to create social and behavioural changes, and access to health services to reduce the risk of 
acquiring HIV. The interventions delivered through a community empowerment model include, 
but are not limited to, sustained engagement with local sex workers to raise awareness about 
sex worker rights, establishment of community led drop-in centres, formation of collectives 
that determine range of services to be provided, as well as outreach and advocacy. Further 
information can be found in the evidence summary in Annex 6.1. Community empowerment 
interventions seek to create a safe space, utilizing solidarity and collective efficacy to advocate 
for increased power and control in society, and to challenge power structures that deny that 
group control and justice (48,49).
Available evidence
A systematic review was conducted to determine the effects of community empowerment 
on the outcomes of interest – HIV- and STI-associated morbidity and mortality (see outcome 
framework for prevention interventions in Annex 2). Empowerment was defined as a social-
action process that promotes the participation of people, organizations and communities 
towards the goals of increased individual and community control, political efficacy, improved 
quality of community life and social justice (49). A total of 10 studies were included in the review. 
Overall, positive trends were found regarding the impact of community empowerment-based 
interventions with sex workers on HIV-related outcomes. (For details, see tables of evidence 
in Annex 3.) 
1. Reduction in HIV prevalence
 Three studies measured HIV infection as an outcome, and only the two studies with short 
follow up (mean 2.5 years) showed a statistically significant reduction in the prevalence 
of infection (odds ratio [OR] 0.84).  
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2. Reduction in STI prevalence
 Six studies measured one or a combination of STI outcomes. One study showed 
a statistically significant reduction in the combined prevalence of N. gonorrhoeae 
(gonorrhoea) and C. trachomatis (chlamydial infection) from baseline to 12-month follow 
up (OR 0.51). Four studies showed a statistically significant reduction in gonorrhoea 
prevalence (OR 0.65) over a mean follow up of two years. Four studies measuring the 
prevalence of chlamydial infection and four studies measuring syphilis outcome did show 
a positive effect of community empowerment; however, this effect was not statistically 
significant. 
3. Increase in condom use
 Condom use was measured in nine studies with different study designs. Community 
empowerment was associated with a significant increase in condom use with clients 
(OR 1.96–5.87). 
Quality of evidence
The overall evidence of the effect of community empowerment on HIV and HIV-related 
outcomes is of very low quality. Among the 10 studies included in the quantitative synthesis, 
there was one labelled RCT, one longitudinal and eight cross-sectional studies. The RCT had 
randomized only one site to each arm, and thus lacked the ability to control for confounding. 
Indeed, the study had statistically significant differences in important baseline characteristics 
such as marital status, knowledge of at least one HIV prevention method and condom use. 
The quality was further compromised by the lack of blinding and lack of reporting on attrition. 
Combining this with the indirectness of outcome (reported condom use), it was felt that the 
study provided low-quality evidence. The longitudinal study suffered from serious risk of bias 
because over half the participants were lost to follow up at one year. Seven of the eight cross-
sectional studies suffered from risk of bias.
Balance of benefits and harms
The benefits of community empowerment are high and outweigh the harms. These are listed 
in the evidence summary [Annex 6.1]. No harms were identified in the outcomes assessed in 
this analysis. While community empowerment is considered an important outcome by itself, 
we did not identify any study addressing community empowerment that can be assessed by 
the GRADE methodology.  Additional information is available in the decision table [Annex 3.1b].
Acceptability (values and preferences)
Collective empowerment was seen as an absolutely necessary component for improving the 
living and working conditions of sex workers, developing sex worker-led strategies for health 
and rights interventions, and redressing human rights violations. In response to questions 
about how to support sex workers in protecting their health, respondents frequently alluded 
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to the connections between individual and collective rights, and power over working and living 
conditions (38).
Feasibility and resource use 
Community empowerment interventions with sex workers have proven feasible in diverse 
settings. Community empowerment requires human and financial resources.
Additional points of discussion 
The concept of community empowerment has many interpretations and therefore its 
assessment is complex and difficult (48). One should consider the different components 
of community empowerment and the practical approaches to it, which are currently not 
standardized and may be very different in different settings. In addition, RCTs are not suitable 
for answering questions about the effectiveness of interventions, because causal chains 
between sex worker intervention and health impact are complex, and can be affected by 
numerous characteristics of the population, health system or environment (50). Community 
empowerment was unanimously endorsed by participants at the consensus meeting. These 
included national programme managers, academic researchers, donor agency representatives 
and sex workers who did not participate in the values and preferences survey. The strength 
of this recommendation is strong because the benefits are high, there are no harms and 
requires minimal resources.
Recommendation
We recommend a package of interventions to enhance community empowerment among 
sex workers.
Strong recommendation, very low quality of evidence
Remarks:
•	 The	interverventions	delivered	through	a	community	empowerment	model	include,	but	
are not limited to, sustained engagement with local sex workers to raise awareneness 
about sex worker rights, establishment of community led drop-in centres, formation of 
collectives that determine range of services to be provided,  as well as outreach and 
advocacy. 
•	 Community	empowerment	is	a	necessary	component	of	sex	worker	interventions	and	
should be led by sex workers.
•	 The	benefits	are	high,	there	are	no	harms	and	the	required	resources	are	relatively	low.
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4.2 Condom promotion
Background
For a long time, condoms were the only method known for preventing sexual transmission 
of HIV. Their use has been recommended to prevent HIV infection since the mid-1980s. For 
condoms to work against acquiring HIV, they must be used correctly and consistently. Many 
factors, including who uses them, with which partners, and how consistently and correctly 
they do so, determine their public health impact (51).
Condom programmes, including community-led approaches, have been successful in 
increasing condom use within commercial sex. These have been associated with very high 
levels of reported condom use and declining STI and HIV prevalence in many settings in Africa, 
Asia and Latin America (4,24,52).
A water-soluble lubricant should be used to alleviate the many unpleasant side effects of 
frequent condom use experienced by sex workers and their clients. The use of inappropriate 
lubricants that damage condoms should be reduced. In a study from Thailand, approximately 
95% of sex workers expressed an interest in using water-soluble lubricants on a regular 
basis, explaining that this reduced the time clients took to ejaculate, reduced vaginal pain and 
discomfort, as well as condom breakage (53). Lubricants are also promoted for anal sex, and 
are particularly important for male and transgender sex workers in reducing the risk of lesions, 
thereby reducing the risk of HIV transmission. Availability and promotion of female and male 
condoms and lubricants go hand in hand with HIV prevention messages. 
Although evidence of its effectiveness in preventing HIV is not readily available, the female 
condom has been promoted as an alternative to the male condom since 1994, and could 
potentially enhance women’s capacity to protect themselves during sex. Studies with sex 
workers have documented increased protection levels with the addition of the female condom 
to male condom distribution systems (54,55).
Available evidence
Evidence is based on a Cochrane review that examined the effectiveness of the male condom 
in reducing heterosexual HIV transmission (56). Thirteen cohorts of “always users” and ten 
cohorts of “never users” among serodiscordant heterosexual couples were compared and 
yielded a risk ratio (RR) of 0.17. Since no new evidence has emerged since this Cochrane 
review was published in 2009, the guideline development group did not feel the need to 
undertake an additional systematic review.
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Quality of evidence
All included studies were observational but found a very large effect. The overall evidence 
was rated as moderate. There is no reason to suspect that the effectiveness of condom use 
by sex workers and clients might be different from that by the general population. 
Balance of benefits and harms
The benefits of condom use outweigh its risks. The overall effectiveness of condom use was 
82.9% when always users were compared with never users. Quality-of-life considerations 
were not studied. 
Acceptability (values and preferences)
Respondents of the NSWP survey unanimously supported condom promotion and distribution 
to sex workers. All sex workers wished for greater availability of male condoms, particularly 
in sex work settings. Some respondents spoke of the poor quality or unpleasant smell of the 
male condoms that were available for free. Female condoms were generally unavailable or too 
expensive to be affordable. Respondents emphasized the need for distribution of water-based 
lubricants to accompany condom promotion (38).
Feasibility and resource use 
There is programmatic evidence from low- and middle-income settings that condom promotion 
and condom use is feasible. Male condoms are inexpensive. 
Recommendation
We recommend correct and consistent condom use among sex workers and their clients.
Strong recommendation, moderate quality of evidence
Remarks:
•	 Condom	programming	should	be	free	from	coercion.	
•	 Possession	of	condoms	should	not	be	used	as	evidence	of	sex	work-related	criminal	
activity.
•	 Water-based	lubricant	gel	should	be	offered	along	with	condoms.
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4.3 Screening for asymptomatic STIs
Background
STIs are a concern not only because of the discomfort resulting from the acute infection but 
also because they are more likely to be asymptomatic or go undetected in women than in 
men. This results in delayed treatment and hence a higher prevalence, and can lead to the 
development of serious complications, including cervical cancer and pelvic inflammatory 
disease with resulting infertility, chronic pain, ectopic pregnancy and related maternal 
mortality (57).‡
Therefore, one should not wait for symptoms to develop, especially in female sex workers. 
Screening with laboratory tests for treatable STIs, following risk of exposure or at pre-specified 
intervals aims to identify and treat asymptomatic infections that would otherwise not be 
detected (11). For those with STI symptoms, the panel referred to the 2003 WHO Guidelines 
for the management of sexually transmitted infections, which are being updated (58).
Available evidence
A systematic review was conducted to determine whether screening of female sex workers 
for STIs using laboratory tests is effective in reducing the prevalence or incidence of STIs. A 
total of 10 studies were included in the systematic review. Overall, positive trends regarding 
the impact of STI screening were found on STI prevalence and incidence. (For details, see 
tables of evidence in Annex 3.)
1. Syphilis
 Syphilis screening was done using rapid tests such as the rapid plasma reagin (RPR) or 
Venereal Disease Research Laboratory (VDRL) tests. Four studies with three-monthly 
screening found a decline in the prevalence of syphilis (RR not available). One study with 
six-monthly screening did not detect a reduction in the prevalence of syphilis. 
2. Gonorrhoea
 Nine studies were located, which used a range of screening tests, from visualization of the 
cervix to endocervical culture. Screening was associated with a decrease in gonorrhoea 
(RR 0.77), although this was not statistically significant. 
3. Chlamydial infection 
 Nine studies were located, which used a range of screening tests, from visualization of 
the cervix to immune assay for chlamydial infection. Eight studies found either initial or 
long-term reduction in the rates of chlamydial infection. 
‡  Note: these guidelines do not address screening for human papillomavirus (HPV) and cervical cancer, which are addressed in other guidelines.
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4. Trichomoniasis
 After screening with a simple wet mount test, short-term reductions in Trichomonas 
infection were observed in most of the nine studies identified; however, the reductions 
were not sustained in the long term.
Quality of evidence
The overall evidence of the effect of screening female sex workers on reducing the incidence 
of STIs is of low quality. Among the 10 studies included in the quantitative synthesis, there 
was one RCT and nine longitudinal studies. The RCT was rated down for serious limitations 
in design and imprecision. Most of the studies were observational and did not have external 
control groups. Significant confounding was likely, as screening was only one of the 
interventions delivered in the studies. 
Balance of benefits and harms
The benefits of screening female sex workers for STI probably outweigh its risks. A rapid 
decline and consistent reductions in the prevalence of syphilis, gonorrhoea and chlamydial 
infection were observed. Marked inconsistency was noted regarding the benefits of screening 
for trichomoniasis. Broader benefits of STI screening include prevention of complications 
and transmission, increased opportunities for counselling and partner notification. Potential 
adverse effects were not reported in the studies (false-positive results and discrimination). 
Acceptability
Respondents of the NSWP values and preferences survey expressed unanimous support for 
periodic voluntary screening for STIs (38). In a workshop in Madagascar, female sex workers 
requested voluntary routine serological screening for syphilis and a speculum examination (59).
Feasibility and resource use 
Syphilis testing with simple tests such as RPR or the rapid test has minimum laboratory 
requirements and is widely available. Screening for gonorrhoea, chlamydial infection and 
trichomoniasis, however, require new point-of-care tests that are sophisticated and expensive, 
such as polymerase chain reaction (PCR). These tests are not available in most low- and 
middle-income countries. 
Additional points of discussion 
Screening tests used in the reviewed studies included visualization of the cervix, white blood 
cell count on microscopy of the cervical smear and endocervical culture. None of these tests 
have a high sensitivity for detecting gonorrhoea and chlamydial infection (60,61). Using new 
and more sensitive tests, such as the nucleic acid amplification tests (NAAT), would probably 
have resulted in a greater effect of screening. It must be stressed, however, that NAAT are 
expensive and not available in most settings in low- and middle-income countries. 
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Recommendation
We suggest offering periodic screening for asymptomatic STIs to female sex workers. 
Conditional recommendation, low quality of evidence
Remarks:
•	 STI	testing	should	not	be	coercive	or	mandatory.
•	 Syphilis	screening	requires	minimal	training	and	laboratory	equipment,	and	is	inexpensive.	
Quality control is essential. 
•	 Screening	for	gonorrhoea	and	chlamydial	infection	currently	involves	sophisticated	and	
very costly tests. 
•	 STI	screening	should	be	part	of	a	package	of	comprehensive	prevention	and	STI	care	
services.
4.4 Periodic presumptive treatment for STI 
Background
Effective treatment for most bacterial STIs with safe, single-dose antibiotics is available and 
affordable in most settings. However, as discussed under STI screening (see section 4.3), 
most STIs in women are asymptomatic and accurate screening tests are expensive and rarely 
available in low- and middle-income settings (62). For these reasons, PPT has been used for 
sex workers to reduce their large burden of predominantly undetected infection (63). PPT is 
defined as the treatment of curable STIs based on sex workers’ high risk for acquiring infection 
and its prevalence, rather than on symptoms, signs or results of laboratory tests (62). PPT 
could be seen as being similar to presumptive treatment of symptomatic women based on a 
risk assessment, or of identified sex partners of STI index cases. 
Available evidence
A systematic review was conducted to determine whether PPT in female sex workers is 
effective in reducing the prevalence or incidence of STIs. The results showed consistent 
reductions in STI prevalence. (For details, see tables of evidence in Annex 3.) A total of 
12 studies were retained for analysis. All but one of the studies used 1 gram azithromycin 
(single dose), alone or in combination with another antibiotic. Treatment frequency was variable, 
from once monthly to once every 3–6 months. 
•	 Reduction	in	the	prevalence	of	gonorrhoea  
 All studies on gonorrhoea showed a significant decrease in prevalence. The RR was 
0.46 in one published RCT.
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•	 Reduction	in	the	prevalence	of	chlamydial	infection		
 All but one study on chlamydial infection showed a significant decrease in prevalence. 
The RR was 0.38 in one published RCT.
•	 Reduction	in	the	prevalence	of	genital	ulcers
 Observational studies showed a decrease in the prevalence of genital ulcers in female 
sex workers (RR=0.23) and in male clients (RR=0.21).
•	 Effect	of	PPT	on	condom	use
 An increased or same level of condom use was reported following PPT in eight studies, 
and a non-significant decrease in one study.
Quality of evidence
The overall quality of evidence of the effects of PPT was moderate to high. Among the 
12 studies analysed, two were RCTs and four were adjusted cross-sectional studies. Those 
studies where the quality of evidence was high used PPT as part of more comprehensive 
sexual health service. The quality of evidence was high for gonorrhoea and chlamydial 
infection. The quality of evidence was moderate for syphilis, HIV and for genital ulcer disease 
(observational studies with large effect size).   
Balance of benefits and harms
The benefits of PPT outweigh the risks of such an intervention. A reduction was observed in 
all STIs except for syphilis. In situations where the prevalence of STIs was high, larger effects 
of PPT were found. 
Potential harms of PPT are related to the use of antibiotics, and risk compensation due to a 
decreased level of condom use. Mild gastrointestinal side effects of antibiotics were noticed 
when using PPT in some studies. The emergence in N. gonorrhoeae of decreased susceptibility 
and resistance to the cephalosporins is a cause for concern (64). There were no reports on the 
development of antibiotic resistance associated with the provision of PPT in the systematic 
reviews. Finally, an increased or same level of condom use was reported in eight studies and 
a non-significant decrease in one study.
Acceptability (values and preferences)
The NSWP values and preferences survey concluded that the potential risks to sex workers 
of PPT outweigh the potential benefits. Sex workers reported harmful consequences from the 
introduction and use of PPT (38). Consensus was reached on the utilization of PPT only under 
the strictest of conditions and in circumstances where sex workers must have access to all 
relevant information in order to make an informed decision. Further, PPT must be offered only 
if its uptake is voluntary, not imposed as part of a coercive or mandatory public health regime.
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There was unanimous agreement from the survey and meeting participants that PPT should be
•	 offered	only	while	comprehensive	sexual	health	services	(including	screening,	treatment	
and care) are being further developed; 
•	 as	 part	 of	 a	 comprehensive	 package	 of	HIV	 and	STI	 prevention,	 treatment	 and	 care	
interventions, which include community empowerment, targeted interventions for clients 
and condom promotion.
It was also requested that there should be on-going monitoring of the possible harms that 
sex workers could experience from taking PPT, and that they should be fully informed about 
PPT and its side effects. 
Feasibility and resource use 
Including PPT as a component of STI services for sex workers has proven feasible in diverse 
settings (62). The feasibility of implementing combined interventions including PPT on a large 
scale, with high coverage and utilization by sex workers, has been demonstrated by the Avahan 
India AIDS Initiative (65). PPT is not resource intensive, as it does not require large human and 
financial resources. Azithromycin and cefixime can be given together in a single dose and 
procured at a price of less than one US dollar in many settings. 
Additional points of discussion
PPT should be implemented only as a short-term emergency measure where STI 
prevalence is high e.g. above 15%, to be phased out as soon as possible, e.g. after six months, 
even if prevalence has not declined, as other measures should have been put in place to 
maintain control. Related operational considerations include 
•	 the	development	of	appropriate	and	comprehensive	sexual	health	services	in	collaboration	
with sex workers; 
•	 the	use	of	single-dose	combination	antibiotics	for	high	cure	rates;	
•	 enhanced	condom	promotion,	including	ensuring	quality	and		accessibility	to	reduce	rates	
of reinfection; 
•	 enhanced	sex	worker-led	outreach	to	increase	knowledge,	coverage	and	utilization	of	services;	
•	 enhanced	 support	 for	 safer	working	 conditions	 to	 increase	opportunities	 for	 condom	
negotiation; and 
•	 use	of	PPT	only	with	these	other	components	to	reinforce	STI	control	and	HIV	prevention	
with sex workers and their clients (66).
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Recommendation
We suggest offering female sex workers, in settings with high prevalence and limited 
clinical services, periodic presumptive treatment for asymptomatic STIs. 
Conditional recommendation, moderate-to-high quality of evidence
Remarks
1. PPT should be implemented only as a short-term measure in settings where STI 
prevalence is high e.g >15% prevalence of N. gonorrhoeae and/or C. trachomatis 
infection
2. PPT for gonorrhoea and chlamydial infection should always be free, voluntary, confidential, 
and include counselling and informed consent. 
3. PPT for gonorrhoea and chlamydial infection should only be offered as part of 
comprehensive sexual health services (including community empowerment, condom 
programming, STI screening, STI treatment and care)  and  while HIV/STI services are 
being further developed. 
4. There should be ongoing monitoring of the possible benefits and harms that sex workers 
could experience from being offered PPT.
4.5 Voluntary counselling and testing for HIV
Background
Voluntary counselling and testing is an integral component of HIV prevention and care 
strategies worldwide. By combining personalized counselling with knowledge of one’s HIV 
status, voluntary counselling and testing may help motivate people to change their behaviours 
to prevent transmission of the virus (67). It not only allows people to make informed choices 
about their lives but it also allows them to access treatment, prevention and care services. 
Knowing their HIV status may motivate sex workers to change or to keep to safe sex behaviour, 
and sex workers living with HIV may access supportive counselling, treatment for opportunistic 
infections and antiretroviral therapy (ART). 
WHO guidelines on HIV counselling and testing
The following WHO guidelines on HIV counselling and testing have been developed for 
different settings: 
Guidance on provider-initiated HIV testing and counselling in health facilities, 2007 (68). 
WHO and UNAIDS Secretariat strongly support the continued scale up of client-initiated HIV 
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testing and counselling but recognize the need for additional innovative and varied approaches. 
Health facilities represent a key point of contact for people with HIV who are in need of HIV 
prevention, treatment, care and support. Evidence from both industrialized and resource-
constrained settings suggest that many opportunities to diagnose and counsel individuals 
at health facilities are being missed and that provider-initiated HIV testing and counselling 
facilitates diagnosis and access to HIV-related services. Concerns about the potential coercion 
of patients, breach of medical records and adverse outcomes of disclosure underscore the 
importance of adequate training for and supervision of health-care providers, and the need for 
close monitoring and evaluation of provider-initiated HIV testing and counselling programmes. 
Delivering HIV test results and messages for re-testing and counselling in adults, 2010 (69). 
People may continue to engage in high-risk practices (and become infected after completing 
an HIV test) or engage in a high-risk sexual event within three months prior to an HIV test 
(and experience an acute infection that yields a negative result from the HIV antibody test). 
Therefore, current WHO guidance recommends that individuals should be asked to retest 
after six weeks and then at least annually. 
Guidance on couples HIV testing and counselling and antiretroviral therapy for treatment 
and prevention in serodiscordant couples, 2012 (70). 
These guidelines recommend increasing the offer of voluntary HIV testing and counselling 
to couples and partners, with support for mutual disclosure. They also recommend offering 
ART for HIV prevention in serodiscordant couples. 
Prerequisites for HIV testing and counselling 
It is essential that HIV testing and counselling adhere to the basic tenets of self-determination, 
privacy, informed decision-making and protection. The same critical principles should be 
followed, whether HIV testing is done for sex workers or for the general population: 
•	 Utilization	of	voluntary	testing	services
 Mandatory or coerced testing is never appropriate, whether that coercion comes from 
legislation, a health-care provider or from a partner or family member.
 
•	 Consent
 Persons receiving HIV testing must give informed consent to be tested and counselled.
 
•	 Confidentiality
 HIV testing and counselling and testing services are confidential, meaning that the 
discussion between the health-care provider and the client(s) will not be disclosed to 
anyone else without the expressed consent of the client or both partners in a couple 
(in case of couples testing).
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•	 Counselling
 HIV testing and counselling services must be accompanied by appropriate and high-
quality pre-test information and post-test counselling. Quality assurance mechanisms and 
supportive supervision systems should be in place to ensure the provision of high-quality 
counselling.
•	 Correct	test	results
 Providers of HIV testing and counselling should strive to offer high-quality testing 
services. Quality assurance mechanisms should be in place to ensure the provision of 
correct test results to the person tested. Quality assurance may include both internal and 
external measures, and should include support from the national reference laboratory 
as needed.
•	 Links	to	services
 HIV testing and counselling includes the provision of effective referrals to appropriate 
follow-up services (e.g. ART, prevention of mother-to-child transmission [PMTCT]) as 
indicated, including long-term prevention and treatment support.
Acceptability (values and preferences)
Respondents of the survey and meeting participants unanimously expressed overwhelming 
disapproval of mandatory or coercive testing (38). In many countries, mandatory testing was 
reported to be used by the police as a threat to increase extortion and control over sex workers. 
Results are often given to third parties, including sex business managers and outreach staff. 
Many respondents stressed that for ART to be more widely available to sex workers, more 
sex workers need to know their status, which requires HIV testing services that are trusted 
by and accessible to sex workers. 
Recommendation
We recommend offering voluntary HIV testing and counselling to sex workers.
In line with existing WHO guidance
Remarks 
•	 HIV	testing	should	be	free,	voluntary,	confidential,	and	include	counselling	and	informed	
consent. 
•	 HIV	testing	should	be	linked	to	HIV	services.	
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4.6 Antiretroviral therapy 
Background
Advances in HIV treatment have resulted in substantial increases in the longevity and 
quality of life of people living with HIV in developed countries (71). Although pilot studies have 
demonstrated the clinical feasibility and effectiveness of highly active antiretroviral therapy 
(HAART) in a wide range of countries, including Cameroon, Côte d’Ivoire, India, Kenya, 
Malawi, Senegal, South Africa and Uganda (72–74), access to ART in resource-poor settings 
is limited. Recently, the prospects for expanded access to ART in resource-poor settings have 
greatly improved as a result of global and national efforts to reduce the cost of antiretroviral 
(ARV) drugs, growing availability of cheaper generics, and increased financing available from 
the Global Fund to fight AIDS, Tuberculosis and Malaria (Global Fund), the US President’s 
Emergency Plan For AIDS Relief (PEPFAR) and others (74). This improved access has raised 
hopes that many lives can be saved (75).
In general, sex workers face greater challenges than the general population to retention in 
care and adherence to treatment because of stigma and discrimination in health-care settings, 
and their mobility, which may be motivated by many reasons such as avoiding harassment 
from the police, brothel owners as well as looking for clients (76). However, providing ART to 
sex workers is feasible and is as effective as in the general population. Studies have shown 
that clinical and biological outcomes, such as increasing CD4 counts, can be maintained in 
sex workers (77).  
In addition to the individual sex worker’s benefit, providing ART to sex workers has the potential 
for making a huge impact on the AIDS epidemic. This is because HIV-infected sex workers 
have many sexual partners and are involved in extensive sexual networks, so it may be possible 
to reduce the risk of sexual transmission to others in the community by significantly reducing 
their HIV viral load through effective provision of ART (78). 
WHO guidelines for ART 
WHO guidelines on ART for HIV infection in adults and adolescents were originally published 
in 2002, and revised in 2003 and 2006. New evidence formed the basis for the revised 
recommendations contained in the 2010 guidelines. The process was based on the preparation 
of GRADE profiles, systematic and targeted reviews, risk–benefit analyses, technical reports, 
and assessment of impact, feasibility and cost (79). WHO is developing consolidated guidelines 
on the use of ART for release in 2013.
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The four key messages in the 2010 guidelines can be summarized as follows:
1. Start ART earlier: use ART before the patient becomes sick, starting when the CD4 count 
is less than or equal to 350 cells/mm3. Previous guidelines recommended starting ART 
when the CD4 count was less than or equal to 200 cells/mm3.
2. Use less toxic and more patient-friendly options: reduce the risk of adverse events by using 
less toxic drugs and improve adherence by the use of fixed-dose combinations.
3. Improve the management of TB/HIV and hepatitis B/HIV coinfections: start ART in all 
HIV-infected persons who have active TB and chronic active hepatitis B, irrespective of 
the CD4 cell count.
4. Promote the strategic use of laboratory monitoring: use laboratory monitoring such as CD4 
and viral load measurement to improve the efficacy and quality of HIV treatment and care. 
Specific considerations for sex workers on ART
The principles for ART use, including what and when to start, are the same for all HIV-infected 
populations. As a consequence, the clinical management of HIV-positive sex workers should 
not differ from that for other populations and does not have special requirements. Thus, there 
is no need for any additional specific systematic review and evidence check.
There might be some issues concerning more frequent co-morbidities (such as STIs, hepatitis), 
potential pharmacological interactions (due to the concomitant use of legal and illicit drugs), 
concurrent substance use treatment (such as methadone maintenance therapy), lack of 
continuity of care and treatment interruptions (due to imprisonment, migration). Caregivers 
should be alert to these conditions and handle them according to existing guidelines. 
The issue of access to and availability of treatment for sex workers is a human rights issue 
and is included in the key recommendations section.
Acceptability (values and preferences)
Respondents of the NSWP sex worker consultations supported the same ART protocols 
as for other HIV-infected adults (38). A great deal of emphasis was placed on the need for 
universally accessible treatment, including access to treatment for migrants and those without 
legal documents. 
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Recommendation
We recommend using the current WHO recommendations on the use of ART for HIV-
positive general populations for sex workers.
In line with existing WHO guidance
Remarks 
1. It is not the issue of efficacy but of equitable access to ART which is important for sex 
workers.
2. ART for HIV-infected sex workers should be available as part of a comprehensive care 
and support approach. 
4.7 Needle and syringe programmes
Background
In some geographical areas, sharing injecting equipment is a more important route of HIV 
transmission among sex workers than unprotected sex. In Asia, Europe, North America and 
Latin America, there is a substantial overlap between injecting drug use and sex work. In many 
settings, the prevalence of HIV among sex workers who inject drugs is significantly higher 
than among sex workers who do not (80–84). In addition to the risk of acquiring HIV by sharing 
injecting equipment, one study in Viet Nam showed that drug-using sex workers were about 
half as likely to use condoms as those who did not use drugs (85). 
Existing guidelines 
Evidence for action technical papers: Effectiveness of sterile needle and syringe programming in 
reducing HIV/AIDS among injecting drug users. 2004 (86). 
This publication, together with other Evidence for action technical papers (including those 
on opioid substitution therapy, peer outreach, ART), aims to make the evidence for the 
effectiveness of selected key interventions in preventing HIV transmission among injecting 
drug users accessible to a policy-making and programming audience. The interventions 
reviewed range from providing information and sterile injection equipment to the impact of 
drug dependence treatment on HIV prevention. Each publication summarizes the published 
literature and discusses implications for programming with a particular focus on resource-
limited settings. 
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WHO, UNODC, UNAIDS Technical guide for countries to set targets for universal access to 
HIV prevention, treatment and care for injecting drug users – 2012 Revison. 2012 (87).  
This document provides technical guidance to countries on setting ambitious but achievable 
national targets for scaling up towards universal access to HIV/AIDS prevention, treatment 
and care for injecting drug users.
This technical guide provides countries with:
•	 a	framework	and	process	to	set	national	targets	
•	 a	comprehensive	package	of	core	interventions	for	injecting	drug	users
•	 a	set	of	indicators	and	indicative	targets	(or	“benchmarks”)	to	be	used	to	set	programmatic	
objectives, and monitor and evaluate HIV interventions for injecting drug users
•	 examples	of	data	sources.
Recommendation
We recommend using the current WHO recommendations on harm reduction for sex 
workers who inject drugs. 
In line with existing WHO guidance
4.8 Vaccination for hepatitis B virus 
Background
More than 400 million people worldwide are chronically infected with HBV. The virus is 
responsible for more than 300 000 cases of liver cancer every year, accounting for 82% of 
cases of liver cancer worldwide (88). HBV is transmitted between people by contact with the 
blood or other body fluids of an infected person (89). Sexual contact and injecting drug use can 
also transmit the virus. Risky sexual practices and sex work are associated with HBV infection 
in different regions of the world (90–92). Tests for HBV were found to be positive in 22.0% 
of male, 40.2% of transgender and 51.6% of female sex workers in different studies (92,93). 
Fortunately, highly effective vaccines against the virus are available (94).
Existing guidelines
WHO position paper on hepatitis B vaccines. (2009) (95).
Hepatitis B vaccine is 95% effective in preventing HBV infection and its chronic consequences. 
Current hepatitis B vaccines use recombinant DNA technology and are safe. Three doses are 
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necessary for complete immunization and protection against potential HBV infection according 
to the WHO position paper on hepatitis B vaccines (2009) (95). WHO has also published 
guidance on prevention of viral hepatitis among people who inject drugs (96). 
Recommendation
We recommend including sex workers as targets of catch-up HBV immunization strategies 
in settings where infant immunization has not reached full coverage. 
In line with existing WHO guidance
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5. OPERATIONAL CONSIDERATIONS
Each of the technical recommendations assessed, if implemented well following “good 
practice”, can strengthen interventions with sex workers and contribute to reducing the 
transmission of HIV and other STIs. However, how great an impact they have often depends 
on a range of operational factors, as well as on the underlying structural conditions that affect 
sex work. Planned operational guidelines will address these in more detail.
The most successful interventions with sex workers have combined multiple components 
– implemented with strong community involvement and backed by supportive policies – to 
maximize positive outcomes. Whether beginning with condom promotion policies at the 
national level or community-led outreach services, such programmes build on combinations 
of sex worker-led interventions, condom programming and clinical services recommended 
in these guidelines. With experience, many programmes have found ways to increase the 
participation of sex workers, resulting in more comprehensive programmes that respond to 
sex workers’ needs, as well as more enabling environments in the context of HIV prevention 
and sex work. 
One of the most important operational considerations is reaching the population and building 
trust and confidence in the services offered. In some cases, early sex worker-led interventions 
have grown into strong community-based responses that have successfully addressed the 
structural conditions of vulnerability in sex work. Community-led interventions are a powerful 
tool that can bring about individual behaviour change and create a supportive environment 
for practising safe sex. Community-led outreach programmes have been found to increase 
HIV knowledge, condom use and safer sex behaviours among sex workers in various settings 
(4,47,48,97). Community empowerment is a sex worker-led process that involves collective action 
around challenging power structures that deny sex workers access to social and material 
resources, including but not limited to HIV and health-related services.
Sex workers need accessible, acceptable and good-quality medical care at all levels, which 
may be provided through a variety of channels such as sex worker-led services including 
clinical services, harm reduction and drug treatment services, and integrated services at 
sexual and reproductive and primary health-care centres. Whichever model is used, important 
characteristics include an accessible and suitable location, convenient opening times, 
affordable or free health care, confidentiality and a non-judgemental attitude of service 
providers (98,99). Promotion of clinic services in the community, and strengthening behaviour 
change and condom promotion messages in the clinic further contribute to the prevention–
care synergy. 
The policy environment and structural factors are also critical. Outreach, condom programmes 
and clinical services are key interventions but their effectiveness may be limited if they are 
implemented within hostile or repressive environments. Programmes that have succeeded in 
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making “structural” changes to improve conditions where sex work takes place have achieved 
some of the most impressive HIV/STI prevention results. These changes include (a) enabling 
condom use in sex work establishments, and (b) reducing the levels of discrimination, 
harassment and violence that hinder sex workers from accessing services and participating 
actively in programmes. Policies promoting these changes and endorsed at high political levels 
greatly facilitate programme implementation and national scale up. 
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6. RESEARCH GAPS AND FUTURE ADAPTATIONS OF THE 
GUIDELINES
Perhaps the highest priority for research is to operationalize recommendations for different 
settings. Intervention-linked operational research should thus be part of the process of 
adaptation and implementation of guidelines.
 
The present guidelines are based on PICO questions developed in 2010. As the evidence base 
for HIV-related interventions is continuously increasing, new knowledge and resulting public 
health strategies may arise. This may lead to new PICO questions that should be addressed 
in future reviews and adaptations of the guidelines. In addition, systematic reviews conducted 
for the present guidelines have revealed important gaps in evidence that we present below. 
Future research should be directed at filling these gaps. 
6.1 Community empowerment
The definition of community empowerment is very broad and the different components are 
not well defined. There is a need for qualitative research in order to better characterize and 
understand community empowerment and how it differs from mobilization activities. There 
is also a need to develop and validate measurement instruments for community-level and 
individual-level empowerment-related outcomes.
The evidence for the effects of community empowerment on HIV prevention was judged to 
be of very low quality using the GRADE process. However, RCTs are not suited for answering 
these kinds of questions. More qualitative and descriptive studies should be conducted. Studies 
should also be conducted in diverse geographical locations. For example, the majority of the 
included studies in the current review were conducted in India and some in Latin America. 
There is a need for more studies in other regions of the world, including Asia and Africa.
Community empowerment is an important outcome in itself. Therefore, the impact of 
community empowerment on other health and rights outcomes should be further documented. 
6.2 STI screening
Most of the research on and public health measures for STI screening and PPT have been 
conducted on women, because women are considered to be more likely to suffer from 
asymptomatic infections than men, and they carry a significant burden of untreated STIs and 
its complications. However, there is evidence that the proportion of asymptomatic STIs among 
men may be considerable (5,100). More research should be conducted on screening strategies 
for male and transgender sex workers.  
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6.3 STI diagnosis and treatment
For male sex workers and specifically for men who have sex with men, algorithms for the 
management of rectal STIs have been proposed but have not been validated. There is a need 
to develop and validate algorithms for the diagnosis of pharyngeal and rectal STIs (5). It should 
also be noted that women, including female sex workers, also engage in anal and oral sex, 
and this should be factored into future research.
The absence of affordable, simple and rapid point-of-care tests for chlamydial infection and 
gonorrhoea is one of the major obstacles to STI screening and diagnosis in both men and 
women. The development of affordable, simple and rapid point-of-care tests is considered to 
be an absolute priority in STI research by STI control programme managers and STI specialists.
6.4 ART for prevention 
An RCT demonstrated that early ART reduces the sexual transmission of HIV in serodiscordant 
couples by more than 96% (78). The practical impact of these findings and their public health 
importance still need to be assessed. However, the impact of earlier treatment on sex workers 
and their partners could be considerable, but more research is needed on the effectiveness 
and operational aspects of such a strategy. WHO guidance on couples HIV testing and 
counselling recommends offering ART for HIV prevention in serodiscordant couples, including 
sex workers in a serodiscordant couple setting (70).
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7. CONCLUSION
Sex workers are among the key populations most affected by HIV and STIs since the beginning 
of the epidemic. Effective interventions targeting sex workers are important components of 
comprehensive HIV and STI prevention strategies. However, guidance on what constitutes 
effective HIV programming in the context of sex work remains scarce. 
These guidelines constitute the first evidence-based recommendations for designing, 
implementing and monitoring effective HIV and STI prevention and treatment interventions 
among female, male and transgender sex workers. They will form the backbone of practical 
implementation guides, which may differ for different settings.  
A revision of the guidelines is planned for 2016, before which plans will be developed for 
quality evaluation of the guidelines, their usefulness and impact.
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